DI~. OTTO J. STEIN presented a patient, a man, who was operated on about two weeks ago for a carcinoma, well localized on the right vocal cord, occupying the right anterior half, the anterior commissure, and a small portion of the left vocal cord; also slightly subglottically. This case was diagnosed by the usual method of taking out a piece by the endolaryngeal route, and followed in a couple of weeks by the laryngofissure. There was nothing unusual about the operation. However, there were a couple of points he wished to call attention to. First, he thinks that wherever it is possible to operate under a local anesthetic it is advisable to do so. He used the combined method in this case, as he has previously in a few cases similar to this one, by using ether for the introduction of the tracheotomy tube, and then immediately following with the rest of the operation by local anesthesia. In this case he resorted to a method never used before in operating by himself, namely, anesthetizing the larynx by injecting both the superior laryngeal nerves. This gave perfect anesthesia, so that he could work with absolutely no reflexes whatsoever during the entire operation, with the patient awake.
DI~. OTTO J. STEIN presented a patient, a man, who was operated on about two weeks ago for a carcinoma, well localized on the right vocal cord, occupying the right anterior half, the anterior commissure, and a small portion of the left vocal cord; also slightly subglottically. This case was diagnosed by the usual method of taking out a piece by the endolaryngeal route, and followed in a couple of weeks by the laryngofissure. There was nothing unusual about the operation. However, there were a couple of points he wished to call attention to. First, he thinks that wherever it is possible to operate under a local anesthetic it is advisable to do so. He used the combined method in this case, as he has previously in a few cases similar to this one, by using ether for the introduction of the tracheotomy tube, and then immediately following with the rest of the operation by local anesthesia. In this case he resorted to a method never used before in operating by himself, namely, anesthetizing the larynx by injecting both the superior laryngeal nerves. This gave perfect anesthesia, so that he could work with absolutely no reflexes whatsoever during the entire operation, with the patient awake.
He also did another thing, which he had never done before, and which he thinks of advantage, namely, using an unusually high incision, away up to the hyoid bone, in this way avoiding the severing of the cricoid. That evidently has an advantage in the process of healing. It gave him all the access he wanted to the interior of the larynx, plenty of room without any trouble whatsoever, and it also gave a support afterwards which seems to have hastened healing remarkably. This patient has progressed so remarkably that one would hardly know any such operation had been performed. He has had no disturbances in any way. He is getting some voice back. There is a fibrous band forming, where the right cord was taken out, back to the vocal process, and over the anterior quarter of the left vocal cord.
Those were the two points he wanted particularly to make, working under this form of local anesthesia, injecting the superior laryngeal nerves with novocain, and preserving the continuity of the cricoid.
DR. CHARI,ES M. ROBERTSON asked Dr. Stein what the condition was that was present in the commissure.
DR. STEI"" replied that there were granulations there. It was too early for any recurrence.
DISCUSSION.
DR. J. R. FLETCHER had had the pleasure of seeing the operation, and was very much delighted with the manner in which Dr. Stein had conducted the anesthesia. He thought it splendid. 'When he came into the room at the time of operation the patient had had the tube introduced, and thereafter made no manifestation of any consciousness of pain, or anything else, during the entire time of operation. He was conscious and lay there as quietly and serenely as though nothing were being done. There was almost no hemorrhage, and one could see the field of operation very well. It is an important point that the view of the operative field is not interfered with.
DR. J. GORDON WILSON asked Dr. Stein what he injected. DR. STEIN replied that he had asked for a one-half per cent novocam solution, but-was told afterwards that he had been given and had used a one per cent novocain solution.
DR. G. P. MAR{)UIS asked if there was any hemorrhage following the operation, to which Dr. Stein replied that there was a little.
DR. JOSEPH C. BECK has had some experience with the method of injecting-the superior laryngeal in operations upon not alone laryngofissure, but also the operation of laryngostomy in a healed-out syphilitic case, in which he did the complete operation of severing the larynx, removal of the tissues within the scar -tissue, and the introduction of up and down tube. with absolutely no cough or reflex, whereas in other manipulations on this patient, thoroughly cocainizing the interior of the larynx, it had been practically impossible to do SOCIETY PROCEEDINGS.
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anything for him at all. He was very irritable. That method of anesthesia in larynx operations, he believes, is coming more and more into vogue, even in major operations, as laryngectomy. The combined anesthetic, however, he would call the injection of this blocking method, plus the general anesthesia, which has not the purpose only of making the patient insensitive, but further preventing the shock following the operation. He believes it is not only in the larynx that we should think about the nerve blocking, but also in operations on the nose and elsewhere in the region of operation. In other words, corning to the principle of Crile, of anociassociation. The book recently published by Crile on that subject is most interesting, and very valuable to men working in the department of laryngology.
In regard to the question of this procedure for carcinoma, he felt that question should be discussed, namely, as to the value of laryngofissure in carcinoma, as a cure for the disease.
He believes that when the diagnosis is made of a carcinoma within the larynx, the surgeon should be prepared to remove the larynx, because the splitting of it and the laryngofissure produce probably implantation and secondary carcinoma outside. We know that Semon, St. Clair Thomson, Ballenger, and others, have had wonderful successes with laryngofissure. The speaker has seen a few of these, and has also done a few. However, recurrence is very common in his practice of it.
DR. \VILLIAM L. BALLEKGER has also had some experience with this method of anesthesia. He had been in Crile's clinic, together with some of the other members of this society, and had seen him do his preliminary operation in total removal of the larynx. He does it under the blocking method. Since then the speaker has tried it a few times in laryngofissure and total removal of the larynx, and found it perfectly satisfactory, as it was in Dr. Stein's case. As to whether the operation for carcinoma of the larynx is successful or not, he has four cases living on whom he operated, one two years ago, and a few months ago this man was perfectly well. When he was in Seattle three years ago last September, he operated on a case, doing the operation of laryngofissure. This patient, a year ago, was reported as being perfectly well. Four years ago he performed -a total removal of the larynx-not, however. using this method of anesthesia, but by general anes-156 CHICAGO LARYNGOLOGICAL AND OTOLOGICAL SOCIETY. thesia. This patient is perfectly well. There was also another patient down the State on whom he operated three years ago. This patient is still living and apparently cured. So the question comes up, whether or not these operations are successful. The speaker is of the opinion that they are successful. A relatively good percentage of his patients are still living, three or more years after operation.
DR. CHARLES M. RODl\RTSON has certain rules that he lays down in operating cases of this type, which are about as follows: There are four or six types of cases which we are called to treat. If the growth is absolutely intrinsic and does not affect the perichondrium, a laryngeal fissure is indicated. If the perichondrium is affected, the case calls for complete laryngectomy. If the glands outside of the larynx are affected, there is no use operating at all-the disease has already gone too far. The only thing to do in a case like this, unless we wish to experiment and see how long the case will last by operative interference, is to do a tracheotomy and let the patient be as comfortable as possible as long as he lives.
One carcinoma is different from another carcinoma, although the microscope may show the same findings in both cases. There is a lessened resistance that we have to take into consideration. Even that is questionable, because one case that will look as though the resistance is absolutely at par will go like wildfire; another case, in which the resistance looks nil, will last for an indefinite period of time. While in London this summer he saw a case of cancer of the top of the larynx, in which the upper part of the larynx, the epiglottis and tonsil were involved. While in the hospital this man was taken with erysipelas, and when he recovered the cancer was well. The speaker saw him after two years, and the throat looked normal. He also saw a case of sarcoma which was cured in. a similar way. That would bring up the question of injecting these cases with the streptococcus serum, but so far as he has been able to learn this has not been very successful.
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The matter of operating these patients under general anesthesia would be, in his opinion, very greatly assisted by the blocking off of the superior laryngeal, because the reflex in the larynx is absolutely intense, and cocain will hardly do even in the cases that are not very sensitive. In years gone by he has seen suggestion do away with reflex in the larynx, and that, with cocain, will sometimes do very well. You can relieve the reflex by suggestion, but you cannot relieve it with cocam, He has several cases in town where he had done laryngeal fissure, and he is very much inclined to be in favor of laryngeal fissure, even as a preliminary step to complete laryngectomy, because in looking at the larynx from above you get a perspective, and cannot tell the extent of the growth. It may extend down the larynx to a considerable extent beyond the cord. It also is very prone to affect the esophageal wall, and where this is the case, his experience, and the reading he has done, would indicate that these cases are already beyond the scope of the surgeon. Where the epiglottis and the base of the tongue are already affected, the case is absolutely hopeless.
Regarding operation on these cases: In the type of case reported, for instance, Dr. Robertson always likes to follow the enucleation by the use of the actual cautery. He burns them with the Paguelin right to the cartilage. You might think there would be quite a lot of reaction from that type of treatment, but there is not. When he first commenced that method, he put in a tracheotomy tube for fear the patient would develop an edema of the epiglottis, but has never seen this occur. He, therefore, discontinued the use of the trachea tube.
Dr. Robertson has not had the wonderful experience that Dr. Ballenger said he has had. He has had cases live eighteen months, but that is the longest, after a total laryngectomy. The late stage of the cases may determine the longevity to a marked degree, as they are usually too far advanced at time of operation to promise good end results. His last case died of cerebral embolus the second day. He thought it was a very favorable case, and had expected to see the man get well. The more he sees of cancer-and he has seen considerable of itthe more helpless he thinks we are. Cancer, in his opinion, is a disease that is broader than the tumor. -It is a disease that is absolutely in charge of the entire system before the stimu-lation of the cell commences, and when we operate on a cancer of the throat that is absolutely intrinsic, we may have resistance enough to overcome the condition of the blood, so that the disease will be alleviated or arrested, but it seems to him that when tissues commence to be stimulated and piled up, the case is already beyond hope.
DR. VVILLIAM L. BALLENGER said Dr. Robertson had very well outlined the hopelessness of these cases, but he wished to repeat what Dr. Crile told him. A patient called on him, and on examination he found involvement of the tongue, pharynx, larynx. glands-a very extensive involvement-and he, of course, believed the case hopeless. The patient would not hear of this, however, and insisted on operation. The operation was performed. consisting of removal of the tongue, the lateral and other walls of the pharynx, tonsils, glands and larynx, and Dr. Crile said the patient has been well several years. So, then, there are occasionally desperate cases that recover.
DI~. RonERTSON said that he did not mean that he has no hope at all in these cases, but it looks that way to him.
Report of a Bacillus Rarely Found in the Tonsil.
DR. J. Gounox W II.SOX wished to record the finding in the palatine tonsil of the bacillus erogenes capsulatus (Welch). The tonsil was removed for frequent attacks of tonsillitis in a patient who had had frequent severe attacks of gastrointestinal disturbance and slight chronic articular rheumatism. The full report he will present at a future meeting of the society. The rarity of its reported occurrence in the tonsil (this is only the second case ), and its frequency in the gastrointestinal canal, together with the marked symptoms which it is reported to occasion, justify its presence being noted. least, and also with the Canfield operation, with some modifications-probably an equal experience with each, and he must confess that the Denker operation, performed through the mouth, is superior to the Canfield procedure, in his experience. The Denker operation, as performed by Hajek, which is his model, is a work of perfection. He has never seen Denker do any work. He saw Hajek operate three or four cases three years ago, and with Hajek's lip retractors the field is absolutely open to inspection during the operation. It is just as though the antrum were taken outside of the face and inspected with perfect liberty. That, of course, is the great advantage of this operation. In the Canfield operation, while you can see the interior of the antrum remarkably well, it by no means compares with the view obtained by the Denker. operation through the mouth.
With regard to the time of healing: He has never performed the typical Denker operation, using the nasal mucous membrane as a flap. He does not believe there is any advantage in it, because his cases certainly get well as quickly as those mentioned by Dr. Marquis, which were operated with the flap. Neither does he pack the antrum after operationnot even immediately following' the operation. He does occasionally put in a very small wick for drainage, but not always, in either the Canfield or Denker operation. He does not believe there is any advantage in packing, but a great disadvantage. There is always the possibility of retention of secretions and subsequent reinfection.
• He has not recently resorted to the mucous membrane flap in any of his sinus operations, and does not feel that his results justify him in attempting it now.
The point he wished to emphasize was that if the Hajek lip retractors are used, a remarkable view of the field will be obtained. In his opinion, the Denker operation without the flap, and, if desired, with it, is the operation of choice in chronic empyema of the antrum of Highmore.. He does not believe, however, that it is best to remove the contents of the sinus in all cases-perhaps in none. He believes with Dr. Myles, of New-York, that the antrum is too large a cavity to ever completely fill with granulation tissue. If you do a complete denudation of the sinus, it only partially fills, and there will be a suppurating surface left. He did not know if Dr. Marquis implied that there should be a complete denudation. Of course, the obviously diseased tissue should be removed. But one should always be careful to leave some periosteum in these cases, because we cannot hope to get complete filling in of so large a cavity by granulations, and in that case there is liable to be more or less discharge from that cavity for all .time to come. DR. JOSF;PH C. BECK, in view of what Dr. Ballenger said, namely, that he believes, with Dr. Myles, that the antrum cannot be obliterated, said that he thinks it can and does become obliterated, and that it is necessary in some cases to resort to that method of treatment when the intranasal method or the Denker operation is performed, and does not cure the case . . I ( is not his fortune to cure these cases in three weeks. In the majority of them he finds that they suppurate for some time, and many of them do not get well unless he attempts to obliterate the cavity. The statements made about chronic suppuration were too broad, without mentioning something of the pathologic conditions present in the antrum. If it is a simple infection, no necrosis having taken place, then any simple method of treatment will suffice. But where necrosis and true granulations exist, ;uch cases will continue to suppurate until that bone is healed. It is no different there than in the mastoid or any other cavity lined by mucous membrane and exposed to the external world. Therefore, he believes there are certain <j,ases that the Denker operation, nor any other less radical operation, will not cure. He has had two cases in which he exposed the cavity obliterated on account of a neuritis secondary to the operation of obliteration, in which he found the cavity had entirely closed, the opening into the inferior meatus being only a small dimple. In the second case he did not operate, but inspected through the opening with the pharyngoscope, and it had filled up with granulations. In such cases it is necessary to remove a greater portion of the bone, in c.rder to make the cavity, so to speak, collapse. You must go underneath the malar bone and remove the bony structure. In these operations he employs the electric bur, drilling all through the cavity, and shaving off the bony surface almost to the outside periosteum of the antrum, orbital as well as any other place. He realized the inconvenience from a secondary neuritis or neuroma of the inferior orbital nerve, but he has not seen any great difficulty with that, and it is easy enough to control, if there is any secondary pain, by injections of alcohol into the inferior orbital foramen.
DR. CHARLES M. ROBERTSON said Dr. Marquis had said that he thought perhaps in cutting the flaps as advocated by Dr. Robertson there would be difficulty in the curling up of the flaps. That is to a marked degree untrue. The mucous membrane and the perichondrial layer on the nasal side make a very thick flap, and it is aflap thick enough so that you can mould it to suit yourself. It comes to the technic in packing the antrum to hold the flap in place until it heals. That is rather a difficult thing to do, and requires a good deal of care, but if one is careful in putting the packing in (the speaker always dresses his cases) to get the flaps in place, they will stick.
Dr. Beck had raised a very good point regarding the pathologic condition that is present. In cases of infections of the mucous membrane, Dr. Robertson does not pretend to take cut the mucous membrane of the antrum any more than any other place in the nose. If there are polypoid degenerations, the polypoid degeneration is removed. He does not know just whose operation he performs, but he thinks it is the Caldwell-Luc rather than the Denker, although he does not follow either one, but a comhination of both. However, he is particular about cutting away the antrum wall, destroying the anterior angle. The neuralgia, or lack of function of the superior dental nerve, of which Dr. Marquis spoke, occurs because he gets too close to the floor of the antrum and injures the superior dental in the bony canal. The superior dental nerve is very often slow in recovery, and very slight massage with a curette will sometimes injure it enough to disturb the function for some time. The lip neuralgia and lack of sensa tion are probably due to the stretching of the skin of the cheek during the operation, and will disappear after two or three months, In regard to destroying the antrum by the method Dr. Beck spoke of, one must be careful in any cavity in allowing granulations to go on. We see that very often in the mastoid, where granulations are allowed to become rampant. The granulations adhere to each other and form cavities which will produce suppurative cavities. If anybody were to oper-ate on any cavity in his body he would require him to superintend the granulation, allowing it to progress gradually rather than to go as it pleased. As a matter of fact, Dr. Beck said that the cavity was absolutely destroyed, and that there was only a dimple of an opening in the nasal wall. This shows that the antrum, if the mucous. membrane is denuded, will close, and that is one reason why Dr. Robertson is particular about folding flaps into the antrum, so that he knows the opening will stay there forever. The Denker operation, in throwing the flap down on the floor of the nose, will allow an opening, hut not as you leave it at the end of the operation. By the speaker's method the opening stays where he leaves it, because he has measured these openings five and six years after operation, and they are just where they were when the operation was completed. The matter of taking away bone would be the only way in which you could destroy a cavity like this: get the bone so that granulations come from bone tissue. When Dr. Ilrophy read a paper before this society Iast spring, it was stated that cavities in which the mucous membrane was removed healed over by epithelial tissue, and that epithelial tissue was prone to be very easily infected, because of lack of vitality. That is one reason why Dr. Robertson likes to leave mucous membrane in the antrum, which will close over the periosteum and meet the mucous membrane flaps that generate from the mouth of the opening, as he expects to leave them. It seems to him that the Denker 'operation, or the Caldwell-Luc-Denker, if you call it so, is the only operation, and it seems to him that in all of these' cases, unless you just scratch out the antrum a little and leave all of the mucous membrane in place, they must necessarily be packed. If you just curette a little of the mucous membrane, there is not any particular idea in packing the nose, although, to him, it is absolutely essential that he put in dressing. He has never seen any after-effects from infection by reason of retained secretions. That is a reflection on the man who puts the packing in the nose. He drains rather than packs, and there is a great difference in the way dressings are placed in the cavity. He would expect his cases to go on and suppurate if he put a drainage wick in a cavity. He does not do it in the mastoid, and does not expect to put it in the antrum, although Dr. Ballenger has probably just as good results as he, and he prac-SOCIETY PROCEl!DINGS. 163 tices that. He leaves the dressings in for four or five days, and that is the last he treats them, and they get well. The patient washes his own nose out. If these patients are not well in two or three weeks, he thinks there is something wrong in the technic. He would not say that these were the cases referred to by Dr. Beck-disease of the bone-but they are the cases Dr. Marquis spoke of, of infection of the mucous membrane; in other words, chronic cases.
DR. NORV.\L H. PIERCE confessed to a sense of uncertainty as to the outcome of any given operation for empyema of the maxillary sinus, because he has had most extraordinary results from simple opening through the inferior meatus in cases that he believed were very severe, and he has had failures from the Caldwell-Luc or the Denker operations. Being somewhat at sea in this matter, he thought he would become experimental in a case 01' which he operated toward the end of last winter. It was a severe case .with profuse purulent discharge from the nose, in a young girl in the early twenties. He took away the anterior wall and found the antrum entirely filled with polypoid tissue, so that he removed the entire. mucosa of the antrum, and found sharp ridges of bone running about this cavity, so that it was divided into various little pockets. \Vith a bur he took away all these ridges, so that at length he had a denuded bony cavity with a smooth surface. He did not open into the nose. He did not even enlarge the normal opening into the nose. He found with a probe that it was quite large. He did not pack the cavity. He sewed up the buccal incision over the bony wound, and the patient had scarcely any discharge from that antrum from the time of operation until he saw her last, perhaps six months afterwards. Dr. Andrews will probably say that this was a blood clot healing. There is no doubt but what that cavity did fill with a blood clot. What happened he has not the slightest idea of, except that perhaps it was a blood clot healing.
DR. CORWIN asked Dr. Pierce if transillumination was done, and what it showed.
DI{. PmRcE said that there was always a shadow, both before and after operation, on that side.
He has had failures with every kind of operation. The majority of these cases get well-there is no doubt about that.
But the very cases you think are going to get well are the cases that do not get well. Be has at the present time under his care a physician of prominence, and in this case he was very careful to do a thorough Caldwell-Luc operation, except that the nasal opening was in the middle meatus. He took away the diseased portion of the membrane, and left little islands which he thought on inspection were healthy mucosa. Be did it under a local anesthetic. Everything went beautifully, but'now, after a year, there is still mucopus coming from that man's antrum.
Dr. Beck brought out a very good point. The outcome depends largely on the pathologic condition of the maxillary antrum. If there is granulation tissue, there is also necrosis -superficial carries of the bone-and this should be carefully removed with either a bur or a curette. Personally, he believes that it is essential to be able to inspect the entire antral surface in these cases that resist the ordinary nonradical procedures. This is the essential in all radical operations. He does not believe the Caldwell-Luc, or the Denker, or any other operation will invariably cure an empyema ef the maxillary sinus. A statement such as that is rather too sweeping.
DR. J. BOLINGER, in the early part of the past summer, operated three antra according to Professor Denker's method, and since July five more. Before the beginning of last summer a number of cases had been operated upon, and had been under control over since. He had had the good fortune to assist Professor Denker in an operation in Boston, and does not deviate at all from the operation as he saw it at that time.
Regarding the pathology of the suppuration of the antrum: He considers it the advantage of the Denker operation that the whole cavity can be controlled; the pathology-whatever it is-can be seen and felt. The great variety of findings in the different cases has already been mentioned. Ridges, and even bony septa which close out parts of the antrum, are seen and removed. Necrosis of bone can be seen. Polypoid and even malignant degeneration of the lining may be recognized and properly dealt with.
As to the removal of the membrane by means of the curette, he has more than ever the impression that it is better to have even a polypoid, degenerated membrane than no membrane at all. He does not, and Denker does not, remove any of the lining of the antrum except from the floor, where the flap of the nose will cover the defect. The results, as he has seen them, have been universally good. Amongst the patients he operated in August, there was one who had been operated on the other side by a member of this society, with another method. Six weeks after the Denker operation he washed both cavities. The cavity that was operated by the other method still contained pus. The cavity operated by the Denker operation was absolutely clean, and did not contain any pus at all. However, he had to confess to one failure, but that was satisfactorily explained. It was a very old syphilitic case, who did not have-as was shown afterwards-a suppuration of the antrum of Highmore alone, but of both antra of Highmore, and also of the ethmoidal and frontal sinus-that is, a pansinusitis. The other sinuses did not cause any clear symptoms, and became evident only after the operation. An X-ray picture showed the frontal sinuses absolutely normal, and later on the speaker could wash out a lot of pus from them. He wished to remind the members that syphilitic suppurations of these parts do not yield to iodid of potash and mercury, nor even to salvarsan. Dr. Louis Schmidt cautioned him not to use a strong antisyphilitic treatment in these cases, at which Dr. Holinger was surprised, but Dr. Schmidt insisted that such treatment often makes the suppuration worse, and such was the case. In this case all the cavities have been washed out every day-the antra, frontal and ethmoidal sinuses-which is a very tedious work, and the patient has improved remarkably in a very comparatively short time. That is, he has improved more in two weeks than during the two months previous.
In repetition, except for this syphilitic suppuration, all his cases have done very well, and he included amongst these cases with degeneration of the mucous membrane, with different kinds of septa, with necrosis, and all the pathologic changes that had been named. Denker always emphasizes the point of smoothing away from the floor the last remnant of the wall between the antrum and the nose; no ridge' must be left, so that there is a perfectly smooth floor from the nose into the antrum. If there are difficulties in the after-treatment, you will sometimes find that this point has been overlooked. DR. GE:ORGI'; E. SHAMllAUGH said that when this subject of the operations for the relief of chronic maxillary sinus empyema was discussed last year, he had called attention to the favorable results which he had seen in a number of chronic cases where the opening had been made through the middle meatus. In listening to Dr. Marquis' paper he had not noticed that anv mention was made of this method of curing chronic empyema of the maxillary sinus. The speaker believes that an operation through the middle meatus could be more properly considered the operation of choice for the relief of empyema of the maxillary sinus than the radical Denker procedure, which should be reserved only for cases where the simpler operation fails to give satisfactory results. He has already had quite a series of these cases, and has been not a little surprised at the favorable results obtained. He does not believe that it is possible to tell positively before going into the maxillary sinus just what conditions will be found when the sinus is opened up. For this reason it does not seem logical to designate the most radical operation as the" operation of choice for the relief of chronic empyema of this sinus, when the much simpler procedure will permanently cure many of them.
The operation is performed by taking off the anterior part of the middle turbinated body and then breaking through the nasal fontanelle into the maxillary sinus, and with suitable forceps making a large opening, one-half to three-fourths inch in diameter. The whole operation can be performed in a very few seconds under cocain, It seems that allowing the air to enter freely into the maxillary sinus is sufficient in itself to bring about a cure in many cases. In some. cases where the discharge is persistent, it is possible for the patient to irrigate the sinus very successfully at home by the use of an ordinary eustachian catheter. The patient should be taught by tipping the head forward how to empty the sinus of all fluid after irrigation. The writer does not believe that the presence of polypoid degeneration of the mucous membrane of the antrum renders the case unsuitable for this method of treatment. There can be no doubt that extensive changes in the mucous membrane of the antrum return to a normal condition after allowing free ventilation through an opening in the middle meatus.
There is no objection to this method of operating that some of these cases do not get well with this simpler procedure.
Where a case still continues to have enough annoyance after this operation to warrant a more radical procedu-re, then one may go ahead with the Denker operation. Since the speaker has had the opportunity of seeing Professor Denker do his operation, he has been convinced that this is the best method for the relief of otherwise intractable empyema of the maxillary sinus. DR. A. H. ANDREWS was pleased to hear Dr. Ballenger say "that he did not make the flap in breaking down the wall between the nose and sinus, and also to hear him say that he did not pack these cavities. I f he had said that he did not wash them out afterwards he would have been still more pleased.
DR. R\LLl!NGER said he had intended to say that. because he does not wash them alit afterwards.
DR. ANDI{F,WS was also pleased with Dr. Shambaugh's position. Personally, he does 110t know of any way to tell before operating just what the conditions are in the antrum of Highmore. He does not know of any way to tell whether it is a chronic or51rbacute case. The history usually is not clear. The patient himself does not know when the trouble began, how long it has existed, or anything about it. They frequently do 110t know they have any trouble until examination for some obscure nasal trouble discloses pus in the antrum. He has followed the plan mentioned by Dr. Shambaugh almost invariably, unless the patient has come from a distance and must have something done that offers the best chance of ultimate recovery, and must have it done at once. He always goes in through the middle meatus, makes a considerable opening. cleanses the cavity with a current of compressed air, and sees how the condition gets along. Anyone who has not used that method will be surprised at the number of cases that will require no further operative treatment. Once in a while one will continue to discharge. and then, as said by Dr. Shambaugh, a more radical operation can he performed. The speaker is of the opinion that he treats his share of these cases of disease of the antrum of Highmore, and if his observation is worth anything at all, it is this: that they will get along far better if water is kept out of these cavities than if the douche is used. We have very sufficient and adequate means of cleansing the cavity by compressed air, and every drop of pus can be blown out. It is an easy procedure, and his patients 168 CHICAGO LARYNGOLOGICAL AND OTOLOGICAL SOCIETY.
have gotten along very much better since he has done that than when he used the douche method.
DR. S HA:\! BAUr,H asked Dr. Andrews what he did about the home treatment when he used only compressed air to clean out these cavities.
DR. A NDREws replied that he did not have them use any home treatment. He has them come to the office two or three times a week, and that is all the treatment they get. With the method outlined, it makes no difference whether they areacute or subacute cases-the treatment is the same.
DR. SHMlTIAUGH said that he considers it very important that the cavity should be thoroughly emptied of water after irrigation, as the water acts as an irritant in keeping up the empyema if allowed to remain in the sinus. The patient should be taught how to tip the head forward and to the opposite side, in order to assure the entire emptying of the sinus after irrigation.
DR. A. M. CORWIN thought something should be said in commendation of this excellent paper. Dr. Marquis had in a comprehensive and analytical way gone over those various operations. and that kind of a paperis of value and teaches all of us to think. He is inclined to agree very much with what Dr. Andrews had said. He used to irrigate all these 'cases, but latterly he has discarded that practice very largely. Occasionally he practices it in the office, but does not let the patient do it himself, except in isolated cases. He has observed that it is 110t mere irrigation, it is not mere drainage, that cures these cases, but it is ventilation; as shown by the fact that a good opening in the middle meatus will cure many cases, and the forcing in of the ordinary outside ina septic air is an efficient aid.
The speaker agreed with Dr. Shambaugh in his remarks regarding the choice of operation. The more conservative method should be tried first, to be followed later by a more radical open operation, if necessary.
It does not seem to him that it is possible, through a large opening in the middle or inferior meatus, with a cannula, to blow every drop of pus out of such a cavity, as suggested by Dr. Andrews, but he does believe that the ventilation does act in a mysteriously beneficial way to help nature repair the damage done by infection of the closed cavity.
There is no one practicing this specialty who has not had unfavorable results, even by the most radical methods; and, on the other hand, even by the simplest method, either the Krause, or the method through the middle meatus, the most kindly results have been obtained, even in the most chronic cases, without the radical operation-either the Caldwell-Luc or Denker. But where the simpler intranasal operations are not sufficient, the Denker or modified Denker or Caldwell-Luc opeeation is needed to reveal the pathology.
DR. OTTO J. STEIN said that his experience has led him to feel now that he cares less and less to perform all of the radical operations mentioned. He feels that some of the minor operative measures of making large openings through the nose, either below or above the inferior turbinate, have saved many of his patients from a more radical procedure. He did not care to enter into the discussion of the choice of these various cperations, however. That rests a good deal, as had been stated, upon the pathology and individuality of the operator, and probably the thoroughness with which the operation is performed. DR. :MARQUIS, closing the discussion, thought the members were pretty much agreed as to the general points that he tried to bring out in his paper. He thought, however, he had been a little bit misunderstood by Dr. Shambaugh and Dr. Andrews, when they spoke of trying the simpler operations first. Dr. Stein also, he feared, misunderstood him on this point. He did not intend to convey the opinion that every case of suppuration that came into his office; in his opinion, should have the Denker operation performed. Far from it. It is only in cases of last resort. He tries a simpler method first. A great majority of the cases will get well with simple washings, although Dr. Andrews does not believe in them. Dr. Marquis has seen a great many get well in that way. He does not care how the pus is removed, either by washing or compressed air, a great majority will get well if the pus is gotten out and drainage established. It is the rarest exception that we have to perform a radical operation, but the object of the paper was to bring out in those cases, where the simpler method did not suffice, the radical operation of preference. These patients, when radical operation is required, should be given the benefit of that one which will give them the greatest probability of a cure, and allows the operator to control the field of operation, under supervision.
Dr. Pierce has thought that the Luc-Caldwell gives a better field of operation because it takes away the anterior wall, while the Denker only takes away the nasal wall and the opening around the pyriform aperture. The very object of the Denker operation is that you can carry that opening just as far as you want, clear back to the molar teeth, if necessary. You can take the entire anterior wall off, if you want, and get an opening which brings it out in front of you. We all know that we have had trouble in these cases that do not get well because of some little focus in the anterior angle, and that is bound to stay in a Luc-Caldwell operation. But in the Denker operation there is no question but that you have every part of i7 under observation.
-As to the question of removal of the entire membrane, the speaker did not want to be understood as doing that. There, again, is the very object of the Denker operation, because it allows the operator to see what membrane to remove, and what to leave. He is not working in the dark. The object of this operation is that you can work under the control of the eye, and see which parts you want to remove and which should be allowed to remain. That, he thinks, is one of the strong points of the Denker operation.
As to the flap: As he said in his paper, he was opposed to it; he bas been converted, and hopes others will be. He has better results in healing with his present method.
Denker only insists on the removal of the membrane of the floor, and the healing of the flap will take place. Only the diseased membrane is removed.
Regarding packing, he read an article in a journal a short time ago-a discussion from Uffenorde, Hajek and Onodion the subject of nasal packing following operation, and they all said they did not believe in packing and did not practice it. He has been with all of those men and never saw them operate a case without packing. They all do it. He did not mean that the gentlemen present used packing, but there is a great deal of talk about not packing in the nose, and then a great many men do it afterwards. Personally, he believes, with Dr. Robertson, that if one is going to use a flap, a carefully applied dressing to retain the flap in position and at the same time promote drainage (don't call it a pack), will promote healing. So far as the rest of the points of the operation are concerned, he thinks they are all agreed.
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I.-EAR.
Radium in Middle Ear Deafness Caused by Chronic Suppuration.
BRYANT (Nei» York Medical Journal, July 4, 1914). The . patient was a woman aged fifty-four years, who had been operated upon for recurring mastoiditis and chronic middle ear suppuration. She complained of loud and persistent tinnitus. The hearing was lost in the left ear and greatly reduced in the right.. Radium was applied at intervals of five or six days (presumably three applications in all). Five milligrams of mesothorium bromid were used.
After the first application the tinnitus was relieved. After the last application it stopped and has never returned. The patient hears the voice now proportionately well. Her intellect is clear, and "from a person almost totally deaf, inaccessible and indifferent, she became observant and responsive."
Harris.
The Physiologic Treatment of Catarrhal Deafness.
ALBERT C. GEYSER (New York Medical Journal, July 11, 1914) states that at a recent meeting in New York he presented a series of cases suffering from "chronic nose catarrh," who had been deaf for from five to fifteen years, where previous treatment had been employed without effect, and where by the treatment which he recommends he had been able to very materially improve the hearing.
The treatment is based upon the physiology and pathology of the tissues involved. It consists of an irrigation of the nose with an alkalin solution, followed by an oily spray of iodin where atrophy is present, one of acetozone if hypertrophy is present. "The iodin irritates and stimulates tissue increase, and is a good germicide. The acetozone is a sedative to the mucous membrane, at the same time germicidal, antiseptic, anodyn, emollient." This preparatory treatment is followed by the use of high frequency currents for the atrophic cases, for the purpose of stimulating, and for the hypertrophy the diathermic current, which contracts. Where the nose is so obstructed that the electrodes cannot enter, electrolysis needles arc employed. Anchy-losis of the ossic1es is treated by dry heat and passive motion. The external canal is freed from all effects by an alkalin irrigation, and then with the patient in a recumbent position the ear is filled with a warm alkalin solution, A piece of rubber tubing is introduced, almost to the ear drum. The negative pole of the galvanic current is placed into this rubber tube. The positive pole is placed on the nape of the neck. The eustachian tube will rarely require any treatment. Where it does, electrolysis is to be employed. Following this treatment, "patient, who could not hear an alarm clock tick one inch from the external meatus, frequently can hear a watch tick six to twelve inches from, the affected ear."
Otitic Paralysis of the External Oculomotor Associated With Involvement of the Trigeminal.
GIGNOUX (Revue Hebdomadaire de Larynqoloqie, d'Uiologie ct dr: Rhinologic, February 7, 1914) . The syndrome of paralysis of the oculomotor external, associated with ear trouble, which was first pointed out by Gradenigo, is now well known. The exact pathology, however, is still in doubt. Two theories are most in favor to explain it: the one that the paralysis is of a simple reflex character, the other that it is the result of a propagation of an infected area toward the intracranial cavity, producing either a neuritis of inflammatory or toxic origin, or especially a lesion of the meninges or sinus. Gradenigo has come now to feel that in every case there is an ostitis at the apex of the pyramid with an adjacent pachymeningitis. The author feels that the paralysis affection presents so many different clinical pictures, it is impossible to ascribe the same pathology in every case.
Gradenigo divides the cases into three gronps. The tirst represents typical cases where the three characteristic symptoms are present-namely, acute otitis. paralysis of the sixth nerve and severe frontocoryzal pain. In the second group the three symptoms are associated with accessory symptoms, such as irritation of the third nerve, meningeal pneumonia, or otitic complications. The third group represents cases complicated with acute leptomeningitis, which terminate fatally. Recovery is usual in the cases of the first and second group.
According to Gradenigo, the infection proceeds from the middle ear to the apex of the pyramid, through the pneumatic cells around the tube and carotid. In the first group the lesion often remains extradural. In the second and third group the inflammatory phenomena are most extended and involve the adjacent nerves. The author has recently had a case under his care, of a child of nine suffering from double otitis the result of measles. The onset of the otitis was marked by elevated temperature, severe pain and phenomena suggesting meningitis, stiffness of the neck and Kernig. The day after he saw him, while the general condition had improved, there developed severe pain in the frontoparietal region of a paroxysmal nature. The diagnosis was made of circumscribed meningitis. Shortly after, oculomotor paralysis developed. The child continued to improve and made an uneventful recovery. A hypoesthesia, well pronounced, developed in the left suborbital region, indicating an involvement of the trigeminal.
Baldenweek explains· the associated involvement of the trigeminal by a bony lesion at the apex of the pyramid.
In eleven cases collected by this author, four have terminated fatally. The autopsies have borne out his view of the location of the lesion. He is inclined to put a most grave prognosis where the involvement of both nerves exist, and is of the opinion that it calls for immediate operation.
It is Gignoux's feeling that his case tends to disprove the position of Ealdenweek, and points to a benign meningitis as the cause rather than a disease of the bone. This and other cases strengthen him in his opinion that there is no one pathogenesis for all cases. On account of the difficulty of determining exactly what is the cause in a given case, the prognosis cannot help being uncertain and the decision as regards operative procedure difficult.
Local Anesthesia for Operations Upon the Ear.
ARKAL (Revue Hebdomadaire de Laryngoloqie, d'Otologie et de Rhinoloqie, March 14, 1914) . After giving the history ·of its development and the anatomy of the parts involved, the author describes the various procedures which have been employed, including the mixture of Bonin, the method of von 174 ABSTRACTS FROM CURRENT LITERATURE.
Eichem, and that originally proposed by Neumann, as well as the modification which bears his name, and that of Gaugier, which consists in the introduction of a needle no longer through the canal but through the retroauricular groove.
Of the various drugs employed the author is in favor of cocain because of its more certain action.
His experience makes him a strong advocate of local anesthesia, but he recognizes that it has its limitations, first because of the dangerous affections of cocain in certain individuals, second the difficulties of injection in certain regions, and third the unsatisfactory results occasionally met with. Novococain is less active and seven times less toxic than cocain.
Immediate Closure After Antrotomy in Acute Mastoiditis.
MOURE (Revue Hebdomadaire de Lorynqoloqie, d'Otologie et de Rhinologie, May 2, 1914) . A communication fr0111 the pen of such a master as Moure on this much mooted question is most welcome. His operative experience is so large that any opinion he may express is bound to carry great weight. His conclusions are based upon thirteen hundred and eighty operations, of which seven hundred and twenty-three were radicals and six hundred and fifty-seven simple mastoids. He gives a resume of the different methods of treating the mastoid wound after operation, and then proceeds to divide his cases clinically into four groups.
The first group represents cases of acute osteomyelitis where the mastoid cavity shows red and bleeding cells isolated completely from one another, and filled with an oily fluid, not seropurulent. He regards these cases as decidedly grave and very infectious.
The second group represents the ordinary mastoid, filled with pus, where all the bony partitions have been destroyed.
In the third group the mastoid is filled with reddish granulations, bleeding easily. Here, also, the bony walls have been destroyed, including the cranial barrier, and resembles, in fact, an extradural abscess.
The fourth group represents cases of mastoid osteoperiostitis on the point of the opening. The inner and external tables are both thin, and the mastoid is reduced to a large fungating and suppurating cavity. These cases, in his opinion, are not particularly serious.
As a result of his long experience and observation, Moure is of the opinion that in the majority of cases of acute mastoiditis, the proper procedure is, after thorough and complete removal of all the disease, to immediately close the mastoid wound with the exception of a small opening for a drain, which can later be removed. This latter procedure he advises because of the fact that usually, even after the most complete operation, there is a slight serous discharge.
Dressings Consecutive to the Mastoid Operation.
\VEISSMANN (Revue Hebdomadaire de Laryngologie, d'Otologie et de Rhinoloqie, May 9, 1914) . In this careful review of the various methods of dressing the mastoid wound following a simple or radical operation, the author favors the immediate closure without drain. He recognizes no risks in the method, and sees for it a healing much more rapid, occasions no pain and has a much more elegant result. He favors the same I procedure following the radical operation, putting no packing through the auditory canal. He recognizes, with most aurists, that at the best, epidermization may be unsatisfactory or of poor quality, and urges. the inspection of the wound at stated intervals.
Only in cases with endocranial or labyrinthine complications should the wound be packed from behind. He admits that he is a pioneer in omitting all dressing, but claims that in the cases where he has pursued this method, the results have been -entirely satisfactory.
The Diathermo-Kinesiphone, or .Auditory Reeducation, in Connection With Heat.
MAUKICE (Revue H ebdoniadaire de Laryngologie, d'Otolodie et de Rhinoloqie, May 16, 1914) . The diatherm is a method of application of currents of high frequency capable of passing through the body without producing contractions, pain, or electrical effects, but which elevate the temperature. It has not been generally employed therapeutically, largely because die waves produced were so intermittent.
Maurice has devised an apparatus which obviates this difficulty and has recently employed it in connection with his 'kinesiphone. In cases where the kinesiphone has failed to ABSTRAC'fS l'ROM CURRENT I,ITERATURE. produce the desired result, the combination with the diatherrn has been most encouraging. The mixed treatment is to be used for the two symptoms of deafness and tinnitus, In cases where the kinesiphone has failed to relieve the tinnitus in twelve or fifteen treatments, the combined method has achieved the desired result. The author has not yet employed it for aural vertigo.
Cases of otosclerosis will not be benefited by the treatment, but in subjective tinnitus and neuralgic phenomena accompanying serootitis and subacute otitis, and chronic middle ear otitis, he recommends that it should always be employed. The indications are less numerous than for reeducation, but in the author's hands results have been twice as good as those obtained by reeducation alone.
Harris.

Circumscribed External Otitis Simulating Mastoiditis.
POTEtI,A (Archives Internationales, May-June, 1914, p. 776) distinguishes between furunculosis of the canal and circumscribed external otitis. In furunculosis the infection is limited to a follicle which is surrounded by a zone of inflammation. The pain is usually limited, and ordinarily there is no edema of the surrounding tissues. When ripe the furuncle will break, even under the introduction of a speculum. Furunculosis is often the result of a constitutional disease. External otitis, on the 'other hand, usually depends upon an infection, the result of some abrasion, as from the finger nail. Here there is no definite limitation to the inflammation, which continues to extend until the retroauricular groove is obliterated and the clinical picture becomes one simulating mastoiditis. A true abscess develops and can be detected in the retroauricular region, and with more difficulty in the wall of the canal, which is reddened but does not give any pain.
The author argues that the two pictures are so separate that the distinction is not a theoretical one. In one case the cause should be sought outside the ear, in the latter case in some local condition in the canal giving rise to scratching. He reports two illustrative cases, showing the similarity to mastoiditis. and makes the following differential diagnosis:
External otitis: First, intact drum. Second, very severe pain when the lobe of the ear is displaced. Third, tumefac-tion of the anterior, posterior or lower wall of the canal, diminishing tcwards the drum.
Mastoiditis: First, perforation of the drum, pain on pressure over the antrum. Second, tumefaction of the posterior superior wall, which increases on approaching the drum.
Treatment consists in opening the abscess. In the case of furunculosis the incision should be made from within outwards, but in a circumscribed external otitis, externally inwards. The focus of suppuration is apt to be deep seated. Local anesthesia usually proves unsatisfactory, and general anesthesia (the author recommends somnoform) is to be preferred.
The Therapeutic Action of Adrenalin in Diseases of the Ear.
GOLDMAN (Archiv. fiir Ohrenheilkunde, December 22, 1913) states that an adrenalin spray in the epipharynx or a solution of adrenalin applied directly to the ostium of the eustachian tube will sometimes produce an immediate improvement of hearing, and a lessening of the subjective noises, even or long duration, in cases of chronic and acute tubal catarrh, and also in cases of otitis media that show a tendency to get better anyway.
Theisen.
Two Fatal Cases of Otogenous Diffuse Leptomeningitis With No
Bacteria in the Fluid Obtained by Lumbar Puncture.
HOLGER MYGIND t Archir, fiir Ohrenheilkunde, December 22, 1913) . First case: Man, aged twenty-five years, with a chronic right suppurative otitis media and cerebral symptoms. There were no meningeal symptoms. The fluid obtained by lumbar puncture was cloudy, with many polynuclear cells but no bacteria. A radical mastoid and labyrinth operation was performed. Six days later meningeal symptoms and coma developed. Spinal fluid at this time was only slightly cloudy. An exploratory operation failed to reveal a cerebral abscess, but a cerebellar abscess was found. At autopsy two other cerebellar ahscesses were found, with a diffuse suppurative leptomeningitis. Diplococci were found in the abscess pus.
The second case was that of a young man aged twenty-two years, who was brought to the hospital in a somnolent con-dition. Caloric reaction was negative. Kernig and rigidity of the neck present. Lumbar puncture gave slightly milky tiuid with many polynuclear cells but no bacteria. At operation a circumscribed pachymeningitis externa was found. Patient died two days later. Autopsy revealed a severe diffuse purulent meningitis with a localized external and internal pachymeningitis. In this case the spinal fluid was ·still free from bacteria five hours before death.
n.-NoSE.
Why is Nasal Catarrh so Prevalent in the United States?
WOLFF FREUDENTHAL (New York Medical Journal, January 3, 1914) reverts to a subject to which he has given a good deal of thought and presented in previous communications. \Vhile he recognizes that a certain number of cases of nasal catarrh are infectious, he believes the great majority are of idiopathic origin.
• He accepts Bosworth's position that in catarrh the amount of serum secreted by the nose is diminished, and in consequence there is a failure of proper mixture of the mucous secretion with failure of the mucus to pass off. He believes, however, that this is not due to hypertrophy of the mucous membrane, but to our present mode of living.
He places the largest emphasis upon the overheating in our modern apartments and tenement houses, with the pronounced diminution thereby of the humidity of the air. The average K ew York house in winter has not more than thirty to thirtyfive per cent humidity. Even in our best hospitals there is a. pronounced difference between the humidity of the air in the wards and that in the air outside. The dryer the air we inhale, the more moisture will be given off by the nose and the nasopharynx. The work of these organs will be so much greater with every particle of air we inhale. In consequence, a dry rhinitis and rhinopharyngitis develops. N ext to the lack of humidity in the air is to be mentioned the dust which is so widely found in our American cities and tOWI1S. As a means of preventing colds, and in that way catarrh, Freudenthal urges: First, in order to lessen the great prevalence of catarrh, our systems of heating should be changed so as to allow much more moisture to evaporate in each living room. That is especially important in schools or meeting halls, churches, theaters, concert or lecture rooms, and assembly rooms of every kind. A pail of water in front of the heater is ineffective. We have to employ other means in order to overcome the deficient humidity indoors. Second, in order to prevent colds we have to limit the amount of garments worn.
. Third, exposure to draughts, rain, snow, and all inclemencies of the weather ought to be practiced by the youth, in order to prevent the most preventable of all diseases-eolds.
The Choice of Operation Upon the Accessory Sinuses.
MOURE (Re'i'ue Hebdomadaire de Laryngologie, d'Otologie et de Rhinoloqie, April 4, 1914) is not in favor of the intranasal operation upoa the antrum. because of the liability of its incompleteness. He favors the Caldwell-Luc, Also, he is not in favor of the extensive operation upon the frontal sinus recommended by Killian, and insists that all that is necessary is a sufficient removed of the anterior wall to admit of complete removal of the mucous membrane. If this is done and the adjacent ethmoid cells are thoroughly cleaned out, the case is hound to get well.
The intranasal operation upon the frontal sinus is not recommended because of the liability of reinfection from the nose, even after a complete cure. The author is of the opinion that all operations upon the frontal sinus properly executed will be followed by complete occlusion of the cavity. On that account, a wide open nasal frontal canal has no advantage. He describes the experiments of a Russian colleague, Ssarnoylonka, upon a series of cats and dogs. The sinuses were opened and the mucous membrane entirely removed. The animals were killed at varying periods of from one to six months. In every case when the sinus was exposed postmortem, the periosteum was found to have increased in size and a cicatricial fibrous tissue had developed which in six months or sooner completely occluded the cavity. Reasoning that the bone in animal and man is the same, the conclusion W:lS drawn that of necessity this must be the result in the human being.
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Moure himself has had occasion to open the frontal sinus in certain cases after operation, and has found the cavity entirely obliterated. The operation upon the frontal sinus completed, he introduces a tampon through the nose, and the wound is packed with iodoform gauze, the lower end of which is allowed to come out of the nose. This is removed in four 01' five days. The upper end of the packing rests at the internal angle of the incision in the skin. A drain is left in for from five to six weeks.
Angioma of the Ala of the Nose.
RENE-CELLEs
(Rel'lIc H ebdomadaire de Laryngologie, d'Otoloqie et de Rhinologie, April 11, 1914) reports two cases which, with one other described by Broca, are the only cases on record of angioma occurring in this locality. He does not include in his consideration of the subject angioma of the septum or of the turbinate. The growth is insidious in its onset, and presents itself as a sessile mass, reddish in color, covered with blood vessels lying anterior to the inferior turbinate, which it hides. The two chief symptoms are obstruction to breathing and a reddish discoloration of the nose externally.
He recommends thermocautery and excision as the best methods of treatment to be employed.
Han-is.
Neuralgia and Migraine of Nasal and Otitic Origin.
RAOUI,E (Revue Hebdomadaire de Laryngologie, d'Otologie et de Rhinoloqie, April 18, 1914) . Neuralgic pains in the nose and ear are wont to be met with in disease involving the nose and ear. Monnier and Trepan have both described cases. They usually occur in two groups of cases, the first where there is a hyperesthesia of the mucous membrane of the nose, the result of a digestive or menstrual trouble, or of colds associated with migraine, pain in the eye, tickling in the throat and ill the ear. Here there is a sensitiveness of the nasomucous membrane or nasornucosa to the touch of the probe, and an injection of the drum membrane more or less marked, With tinnitus and slight deafness. In this group of cases, according to the author, there is no question but that we are dealing with slight congestive disorders involving the nasal, pharyn-geal and tympanic mucous membrane, in conjunction with marked irritation of the sympathetic. The second group of cases represent the violent pains which occur in the frontal region and in the ear in acute coryza, simulating a sinusitis or a severe catarrh of the middle ear, in patients already suffering' from chronic nasopharyngitis. These symptoms return at intervals, but with all the signs of an inflammatory involvement. Here a catarrh of the middle ear is recognizable. With the pain is wont to be found deafness and tinnitus.
In both groups of cases there is a congestive or inflammatory element. together with a nervous reflex involving the sympathetic system. In the second group the inflammatory element is the more important.
Nasal treatment is wont to cause the painful sensations to disappear. The symptoms in ear often, however, persist in spite of treatment, and the deafness and tinnitus, at first intermittent, become permanent. For this group of cases the catheter !5i\'es no benefit. The author has, however, secured prompt results from the use of electricity.
Reorganization of the Septum After the SUbmucous Resection.
MERMOID i Architres Lnternationales, May-June, 1914, p. 17) reports a case of a man aged forty-five years who had been operated upon two years before for a resection of the. cartilaginous septum. The patient required further operative work. On making an incision, no trace of cartilaginous tissue was found. In view of this, he regards it entirely useless to attempt to preserve the perichondrium and the periosetum with a view to the reformation of cartilage or bone. He recognizes, however, that these membranes are desirable in order to strengthen the new septum.
A Case of Pseudotumor of the Orbit. ... No.1, 1914 ) I eports a case in which for four weeks there had been swelling of the lids followed by a rapidly developing exophthalmos of the left eye. The eyeball was displaced downward and forward, the up and down movements being very much interfered with. A little later a firm mass could be felt just under the upper orbital ridge. The Wassermann and tuberculin reactions were negative.
RUTTIN (Wiener mediciuische W ochenschrijt,
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Examination of the nose showed a swelling of the lower turbinate. This was removed, but no suppurative process in the accessory sinuses could be determined. A piece of the mass was then removed for microscopic examination, and this showed simply inflammatory changes with no definite findings. An energetic treatment by mercurial inunctions was followed by a disappearance of the tumor and the exophthalmos. The movements of the eye became normal.
Accidents Following Puncture of the Antrum. KII,I,L\N (Verhand. Verein Deut, Laryn., 1913, p. 217 ) has added to the already large list of unfortunate and fatal accidents following the ordinary washing of the antrum several new observations. In a number of cases he has observed. a few hours following the washing, a sudden chill followed by a temperature of thirty-seven degrees. In three hours the temperature is again normal. A satisfactory explanation is difficult. It is probably due to a stirring up of fever producing organisms, which up to the time of the washing had remained quiescent and were awakened into activity by the washing.
In another case the patient suddenly became blind in one eye. In fifteen minutes the sight began to return, and recovery followed in a few days. The attack was accompanied by a chill and fever. The ophthalmologist was inclined to credit the blindness to a small embolus in the central artery, but Killian believes that the matter could be explained by reflex contraction of the vessels.
In a third case, where Killian had noted that a slight feeling of faintness had followed a washing, he had decided not to repeat the procedure, but the washing was carried out by an assistant, who was unaware of this fact. The patient suddenly died, and the autopsy showed nothing to explain the death. It was found that the water used in the washing was slig-htly cold. Death was probably due to a reflex from the vagus.
Horn,
The Secretion in True Ozena.
AXISA ( Monatschr, f. Ohrenheilkunde, Vol. 6, 1914) , taking as the basis of his thesis the work of Rimdstrom on the etiology of ethmoiditis exulcerans, after a study of twenty-one or tonsillitis, deficient physical or mental development, etc. 1£ operation is contraindicated, the doctor should always note this fact, together with the diagnosis and treatment, on the card provided for this purpose by the school authorities. 5. All adenoid and tonsil operations on children should be done under general anesthesia.
6. Hospitals where adenoid and tonsil operations are performed should be equipped to keep their patients in the wards for at least eighteen to twenty-four hours after operation.
A Case of Vincent's Angina Occurring in the Lingual Tonsil Alone.
GESEz (Re'"l.!ue H ebdomadaire de Larynqoloqie, d' Otologie et de Rhinoloqie, March 28, 1914) . With the exception of a case reported by Moure in 1909, the author's case is the only one on record where the lingual tonsil was alone involved. The patient was a woman of fifty-two years, where the disease gave general and local symptoms of an alarming type. The lingual tonsil was found covered with a whitish deposit giving the appearance of a pseudomembrane. There was a general hyperplasia. On the left side an area of ulceration could be detected. Digital examination could detect no difference in the two sides at the base of the tongue. It caused a slight amount of pain. Bacteriologic examination of the smear showed the characteristic fusiform bacilli and spirilla.
Under a treatment of milk, eggs, vichy water, chlorid of potash, with irrigation of the mouth with peroxid of hydrogen, a prompt and rapid recovery took place. The author dwells upon the differential diagnosis, especially from diphtheria of the locality involved, and of the importance of the bacteriologic examination
Malignant Tumors of the Pharynx in Infants.
JEANNERET tRe-ouc.Hebdomadaire de Laryngoloqie, d'Otologic et de Rhinologie, April 18, 1914) reports a case of carcinoma of the pharyngeal tonsil in a-child of six years, and a case of round cell sarcoma of the pharyngeal wall in an infant of six weeks. He has been able to find in the literature only fourteen cases of primary malignant growth in infants. He concludes, very properly, then, that they are exceedingly rare.
The tonsils are most usually the locality to be involved;
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ABSTRACTS FROM CURRENT LITERATURE. less frequently, the soft palate, and exceptionally, the pharyngeal wall. Sarcoma of an infantile type is most frequently met with. Carcinoma is exceptional. The case of sarcoma reported by the author is regarded by him as congenital, and shows that the pharynx can give rise to a malignant growth apart from any factor of irritation, bearing out the theory of Cohnheim, that there may be an overproduction of cells designed 'for a particular organ, so that the surplus go to form a new growth. All tumors of the pharynx in infants have a very rapid growth and the prognosis is absolutely bad.
Epithelioma of the Palatine Recesses.
ESCAT (Re'lJue Hebdomadaire ie Larynqoloqie, d'Otologie et de Rhinolcqie, July 11, 1914) . Epithelioma of the palatine recesses is more. usually known by us as of the supratonsillar fossa. Escat, after describing the anatomy of this, reports three cases of epithelioma of the region which have passed under his eye. From the study of these and other cases he describes epithelioma in this region as falling into one of two classes, the first ,being the endopalatine form, which is characterized by a development outside of the pharynx. This may take the form of a tumor of the neck, and the first symptom referable to the throat is either a cervical adenitis or a hemorrhage from the supratonsillar fossa, or an attack of angina. The second class is the form developing within the mouth and giving symptoms suggesting a gumma. 187 cricothyroid membrane. Sometimes the adenitis is accompanied by an endolaryngeal tuberculosis, and at times the larynx is free. The symptoms are those of tubercular adenitis elsewhere. The diagnosis offers no difficulties.
Treatment is either medical or surgical. The author recommends the injection of thymol 100, camphor 200, into the diseased gland. This treatment in one of his cases achieved a complete cure.
Harris.
Local Heliotherapy in the Treatment of 'Laryngeal Tuberculosis.
SARI (Re~'ue Hebdomadaire de Laryngologie, d'Otologie et de Rliinoloqie, January 10, 1914) in his treatment of tubercular cases at Nice has used for a number of years sun rays. His method is very simple, consisting merely of the employmerit of a laryngeal mirror which is held in place for from twenty to thirty minutes twice a day. He gives a number of clinical reports where he has employed the method to advantage, and states in conclusion that he has observed cases with benefit to the ulcerated area. It has aided in the spontaneous elimination of tubercular granulation, and in all his cases has served to relieve pain and often causes its complete disappearance. In a word, the procedure is indicated because of its analgesic, dicongestating and bactericidal qualities.
Resection of the Superior Lqryngeal Nerve in Dysphagia of Tuberculosis.
HE.:\" HI Auoor.xen (R C7.'Il(' I-I ebdomadalre de Larynqoloqie, d' Otoloqie et de Rhinoloqie, May 30, 1914) . In certain cases the treatment of the nerve with alcohol does not give lasting results. For this or other reasons, the author recommends resection of the nerve. He has practiced the method in two cases. In the first, the result was all that could be desired. In the second case a bilateral resection was made. This was followed by progressive dyspnea, tracheotomy and death.
The method employed is that of an incision midway between the hyoid and thyroid, extending to the sternomastoid. A dissection with a grooved director is made until the laryngeal artery and vein are encountered. The nerve will be found above and on a plane deeper than these vessels. At times the capsule of the submaxillary gland will have to be raised.
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One centimeter of the nerve is resected. The operation is to be done under local anesthesia. In the first case the dyspnea disappeared immediately after the operation.
Indications and Technic of Laryngectomy for Cancer.
LOMBARD (Revue Hebdomadaire de Laryngologie, d'Otologie et de Rhinoloqie, June 13,1914) . The postoperative mortality in laryngectomy has been considerably lessened in recent years. This is due, first, to the improved surgical methods upon the upper respiratory tract; second, to the extreme care with which the operation is carried out; third, to the combination of local and general anesthesia or the entire suppression of the latter in certain cases; fourth, to the importance given to the preparation of the patient and to the minute care after operation.
Controlling results have been carried out by the Spanish school. The remarkable results of Cluck are due to the minuteness in details and the perfection exercised in the execution of each of them. The author favors local anesthesia, in spite of certain objections, such as that at times it will not last sufficiently long for the operation and that adrenalin solutions predispose to a late hemorrhage or a hematoma. The carrying out of the operation in two stages has advantages as well as disadvantages, which are recognized by even those who have performed it. One merit is that it allows the testing of the endurance of the patient.
The article is accompanied by statistics up to 1911. These show in two hundred cases performed by Botey a mortality of seventeen per cent, recurrences of fifty-two per cent, healing after three years of twenty per cent, patients lost sight of after operation of eleven per cent. The statistics of Ghick are incomplete, but show one mortality in a series of eighty-four cases.
H a/Tis.
Larynqeal Phthisis and Pregnancy-The Actual Status of the Question.
IMHOFEN (Arch-i'lies Lnternationalcs, May-June, 1914, p. 717). Speaking from a large experience as an obstetrician, after dwelling upon the importance of a careful getting together of laryngologist and accoucheur, Imhofen is of the opinion that pregnancy as a complication of tuberculosis of the larynx is exceedingly rare. In over nine thousand confinements he has seen only eleven cases. Neither clinically nor microscopically can it be shown that the pregnant woman is more predisposed to laryngeal phthisis. At the same time his anatomic and pathologic studies explain the subacute course of tuberculosis of the larynx during pregnancy.
Pregnancy renders the prognosis of tuberculosis of the larynx very grave, the mortality varying from eighty-six to ninety per cent. The confinement can give rise to a state of edema in the lesions in the throat or even produce dyspnea.
As regards treatment, it is his opinion that if a pregnant woman suffering from laryngeal tuberculosis presents herself for treatment in the first five months of her pregnancy, an artificial abortion with castration is to be advised. The course of treatment is quite different if she presents herself at an advanced stage of her pregnancy, where the laryngitis is apparently inactive, or if the patient comes only at a time when she needs attention. In either case the confinement should be allowed to proceed without artificial means. The results of bringing on labor are deplorable. Almost without question the result is fatal. As concerns the infant, the statistics are not brilliant, from thirty to forty per cent only of the children survive. Nevertheless, the prognosis is less somber than for the mother.
The fatal evolution of the lesions of the larynx is due to the histologic peculiarities of the diseased mucous membrane. On this account the treatment should be very conservative. If curative tracheotomy is indicated, it should be carried out. In none of the author's cases has it been necessary, however. Preventive tracheotomy, because of an eventual dyspnea during confinement. is another question. The author does not recommend it. The dyspnea is never sufficient, in his experience, to require it.
Case of Spontaneous Healing of Cancel" of the Larynx, PUGNAT (Archives Internationales, May-June, p. 761). The patient was a man of sixty years, who had suffered for a number of years from the presence of an oval reddish growth the size of a bean, which occupied the entire left arytenoid region, extending above the left cord, which was entirely concealed. The right arytenoid was entirely normal. No ulceration of
